Most cases of eosinophilic esophagitis involve young children who present with epigastric pain , regurgitation, and/or vomiting. When it affects adolescents and adults, presenting features are more often dysphagia or food impaction. Male sex, a positive skin-prick or radioallergosorbent test (RAST), and the presence of other atopic diseases are correlated with eosinophilic esophagitis. In most patients, findings on 24-hourpH monitoring are normal. Endoscopic abnormalities-including furrows , vertical lines in the muco sa, rings, adherent whiti sh plaques, microabscesses, and/or "crepe-paper" mucosa-are very common. Histology is diagnostic when the eosinophil infiltration is greater than 20 eosinophils per high-power field (HPF) in the squamous epithelium. In reflux esophagitis, eosinophilic infiltration is les s than 10 eosinophils/HPF.
The etiology of eosinophilic esophagitis is unclear, but it appears that it is the result of an eosinophil-associated inflammation of epithelia, similar to that seen in bronchial asthma and atopic dermatitis. Food antigens and aeroal- lergens likely playa role in its pathogenesis.
Eosinophilic esophagitis can be treated with inhaled aero solized steroids, systemic steroids, and leukotriene receptor antagonists, as well as by following an elimination/elemental diet.
We describe 2 cases of eosinophilic esophagitis that were atypical in that they occurred in an adult male and a teenage boy.
Case reports Patient 1. A 34-year-old man presented with a 4-month history of progressive dysphagia, which was worse with solids than liquids , and a 9-lb weight loss. His medical history included intermittent pyrosis and seasonal allergies. A fiberoptic endoscopic evaluation of his swallowing revealed that the oral and oropharyngeal pha ses of deglutition were normal. An unsedated transnasal esophagoscopy revealed a corrugated, ringed ("trachealized") esophagus and diminished motility (figure I). A biopsy of the friable mucosa revealed more than 20 intraepitheli al eosinophils/HPF. Th e patient was treated with a proton-pump inhibitor and oral flutica sone for 6 weeks, and his dysphagia resolved completely.
Patient 2. A 14-year-old boy with a I-year history of progressive dy sphagia with so lids complained ofan inability to swallow his secretions after he had eaten a chicken dinner. The patient had a lifelo ng history of asthma and allergic rhinitis. His father had also experienced several episodes of foo d impaction of unknown cause, for which he had been treated with esophageal dilation. Th e patient denied any weig ht loss or symptoms of gas troesophageal reflux disease or laryngopharyngeal reflux .
Endoscopy demonstrated a diffu se inflammation with linear furrow s as well as friab le muc osa and linear tears. After the food bolu s wa s removed , biopsies were taken . Histology demonstrated abundant eosin ophil s (> 20/H PF) with bright-red-staining cytoplasm surrounded by normal -appearing squamous epithelium (figure 2). No other evidence of inflammation was noted. Thi s patient was lost to follow-up . 
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